IT IS KNOWN that infectious mononucleosis may be complicated by myocarditis and pericarditis. This report concerns a young man in whom pericarditis and cardiac tamponade developed into acute constrictive epicarditis in the course of this disease. The clinical diagnosis of constriction was proved by hemodynamic studies and by operation, which was followed by complete recovery.
Cardiac involvement in infectious mononucleosis was reported as early as 1914 by Kirkland and Pruen.1 2 They described "cervical adenitis with cardiac complications" in 14 out of 60 patients. However, the evidence for heart involvement was confined to electrocardiographic changes. The Armed Forces Institute of Pathology3 in Washington has reported that six out of 19 fatal cases of infectious mononucleosis had myocarditis. Pericarditis was first reported in 1946 by Evans and Graybiel. 4 One of their patients was a 20-year-old man in shock due to massive pericardial effusion.
Case Report Our patient was a 24-year-old man (W.P.), who was admitted to the Toronto Western Hospital on July 24, 1959. Six weeks previously he had a sore throat, followed by slight fever, cough, and pain in the chest. He developed shortness of breath, fullness in the abdomen, vomiting, weakness, and decreasing urinary volume.
On admission he was acutely ill with dyspnea, steady around 185 lb. in spite of oral diuretics and repeated injections of Thiomerin. The liver remained at the level of the umbilicus. The jugular venous distention was unchanged, and his pulse pressure rarely exceeded 30 mm. Hg.
Two and a half months after admission, on October 6, a cardiac-output estimation was done by the dye-dilution technic (fig. 4) Figure 5 Chart showing urinary volume, urinary sodium excretion, weight, dietary sodium intake, and diuretic treatment. Figures 1,000 to 7,000 on the ordinate represent the patient's daily urinary output in milliliters; 10 to 100, the daily urinary sodium excretion in milliequivalents; 140 to 200, the patient's weight in pounds; and 1,000 to 500, the daily dietary sodium intake in milligrams. It cafn be seen that sodium and water excretion is maximal after each injection of Thiomerin. Between injections urinary sodium excretion is negligible on continued low dietary sodium intake.
Eight weeks after the first study, a repeat cardiac output estimation was done ( fig. 6) Cardiac-output estimation 8 weeks after the first study. The patient's heart rate, weight (183 lb.), and the oximeter settings were the same during each determination. Note the prolongation of appearance time and the marked drop in stroke volume index.
Figure 7
Postoperative x-ray, which is normal. Sixteen cases have been reported in the literature in which infectious mononucleosis alone seems to be the etiologic agent respoiisible for acute pericarditis. These cases are all well documented with clinical, electrocardiographic, and radiologic evidence of acute pericarditis; however, only two of these patients4 5 had massive pericardial effusions requiring pericardiocentesis. Our case is reported because it shows ail interesting sequence of events: acute pericarditis followed by tamponade and constrictive epicarditis within 5 months of the onset of infectious mononueleosis. Summary The case history of a 24-year-old man is reviewed, who had pericarditis, cardiac tamponade, and many other manifestations of infectious mononucleosis. Cardiac-output estimations during the course of the illness showed a marked drop in his cardiac index. This, together with other findings, was interpreted as being due to the development of constrictive epicarditis. At operation the epieardium was densely adherent to the underlying myocardium. After extensive resection of both layers of the pericardium the patient made an uneventful recovery.
